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Assessing the health needs for cancer services for people from ethnic
groups
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Introduction

The assessment of the health and social needs of any given
population (or a group of that population) is an essential and integral
part of delivering high quality and effective health care to maintain
and improve the health of that population or the targeted group
(Figure 1).

The 1990 health service reforms in the United Kingdom put a major
emphasis on the process of health needs assessment to use finite
resources more effectively,1 and direct efforts towards proven
interventions.

Figure 1 Needs assessment as an integral part of the plan.
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What is health needs assessment?

Assessing the health and social needs of the population is a
complex, long term and continuous process. There has been much
debate as to what 'health and social needs' are, how best to assess
them, and how to influence health (and social) care delivery. This
has led to many theoretical models addressing numerous conceptual
and methodological issues, but problems are often encountered in
their practical applications. There is a wide range of definitions of
health and illness, a lack of data, and a wide variation of needs
between one community and another and these needs vary over

time.2'3'4 Needs have also been categorised into normative, felt,
expressed or comparative needs.5

Neither 'needs', therefore, nor 'health', are easy to define. Definitions
of the latter have ranged from the simple absence of a disease to the
multiple comprehensive notions of well-being expressed by
different cultures. It is essential to distinguish between 'health needs'
and 'health care needs'. The former is a broad term, while the latter
is more specific. Health needs are related to the overall aim of a

healthier population, and are influenced by many factors such as

socio-economic status, housing, environment, cultural and social
background, religious beliefs and customs. Health care needs,
however, relate to identified health-related problems which can

benefit from preventive, treatment and care measures.

Reasons for needs assessment

In practice, the purpose of any health (and social) needs assessment
is to determine the range of services required with the goal of
providing effective interventions to meet the identified health (and
social) needs of the population who are exposed to or suffer from
the condition.

However, health needs assessments are used for a variety of
reasons.6

* to improve service planning (commissioning) and resource
allocations

* to identify health matters where further improvements might be
made

* to identify the most effective intervention(s) for the condition
in question

* to monitor changes in relation to factors which influence and
determine health

* to generate information for advocacy
* to respond to central directives
* to justify decisions already made
* to advance research and development
* to confirm or enhance information
* to display technical competence

Approaches to needs assessment

The process of health needs assessment is wider than the collection
of routine data to measure the extent of a disease or disability in any
given community (Table I). It also includes the assessment of the
impact of that disease or disability on the individuals affected, their
families and the total population; the effectiveness of interventions
at the levels of prevention, screening, treatment, rehabilitation, and
terminal care; the availability of health (and social) services;
measurement of people's perceptions and expectations;
professionals' views; social values about the condition in question;
and the political philosophy and care underlying service
provision.46

Table I Health Needs Assessment

* Population profile

* Measurements of disease and disability

* Effectiveness of intervention:

- prevention

- screening

- treatment

- rehabilitation

* "Measurement" of perceptions and expectations

* Social values

* Political philosophy
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To achieve this, various approaches to needs assessment have been
identified and embarked on at central and district levels.1'7'8 The
commonest three approaches are the epidemiological approach, the
comparative approach and the corporate approach. In practice, a
mixed approach of the above three, as well as other approaches, is
used at local level.

The epidemiological approach is based on the interaction between
the agent, the host and the environment. It combines the measures of
incidence and prevalence of the condition, and the effectiveness of
intervention and health care. It combines epidemiological and
economical approaches to health needs assessment. The
comparative approach uses process and outcome indicators in order
to compare the services received by different populations in
different localities. Such comparisons are powerful tools for
investigating health service delivery, especially in the context of UK
capitation-based funding. The corporate approach is based on the

process of consultation between professional, public, and other
interested parties.

Other approaches to needs assessment are attempted for specific
health and social problems. For example the various qualitative
methods for assessing health care needs which rely on conceptual
analysis and presentation,9 the variety of tools for health status
measures,10 capture-recapture techniques which allow accurate
counts of those difficult to reach populations,1 and the "living
epidemiology" and other approaches at general practice level.12'13

Current problems with needs assessment

Despite extensive work both at central and local levels, methods of
needs assessment have to be developed further to achieve any
meaningful changes in service delivery. Current methods are merely
ways of counting and describing needs but very few assess such
needs (in terms of weight, values, evaluation, or priority ranking).
They are heavy on database and data driven analysis but thin on
interactive social processes where a range of acceptable values are

expressed to define needs.

The quasi-market philosophy of the 1990 NHS reforms encourages
purchasing of services based on assessed needs. However, the
nature of the current market where demand far outstrips supply, left
many health care purchasers (Health Authorities, GP Fundholders)
with limited choices. Providers, many of whom exert a monopoly,
found few convincing reasons to change current practices. Even in a
free market such as the United States, the impact of formal needs
assessment on some service delivery could be illusive14 when it is
based in pure numerical terms. This numerical counting, to be a

meaningful process for needs assessment measurements, has to be
expanded to help in deciding against competing priorities. In real
terms needs will depend on benefits as well as costs. Therefore, both
cost and cost effectiveness have to be taken into account when
needs are assessed.8 Such an approach entails investing in those
interventions which yield the maximum health gain per unit of
expenditure.15 It also requires good quality data and analysis to
assist the decision-making process. However, there is a danger of
decisions made on the basis of costs alone. This is true at a time
when the crude cost containment is seen as the panacea for the
resource challenges confronting the newly reformed NHS. Indeed,
some health economists, during the first year of the reforms,
dismissed the need for health needs assessment for priority setting
and advocated a purely economic approach which is based on

getting the greatest benefit for each pound spent. 16

Needs assessment in cancer care

Cancer is the second leading cause of death after cardiovascular
diseases (Figure 2), and causes more lost years of life than any other
disease.1 Approximately 25% of all deaths every year are due to
cancer.
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Figure 2 Causes of death by place of birth, age 20+, England & Wales
1979-83

In recent years the management of cancer has been fundamentally
changed thanks to the advances in cancer biology, diagnostic
techniques and cancer staging, and new developments and
applications for chemotherapy and radiotherapy. Better awareness
of the problems faced by patients who are incurable, and changes in
professional attitudes towards more openness with patients and their
relatives has led to different practices. Such practices require a high
degree of technical competence and a sympathetic insight into the
feelin s of the patient and frequent problems in assessing health
needs.7,2l

Interventions in cancer may be classified into a range of services
from health promotion to terminal care. In assessing the health
needs of cancer patients as well as the total population we have to
look at the whole range of cancer interventions.

Effective interventions are possible, offering significant scope for
improvement in health. The Health of the Nation approach makes it
possible to set objectives and targets for reducing the incidence of
cancer in the total population.22 Targeting some of the well known
risk factors such as smoking, obesity, excessive alcohol intake,
sexual habits, excessive sun exposure, and exposure to toxic
materials is one of the main preventive strategies. Detecting cancer
at presymptomatic stages through screening is now possible and
effective for many cancers.23 Early recognition of symptoms of
cancer and high quality treatment services will ensure the best
available life expectancy and quality of life. Current services for
cancer treatment were criticised in a recent report by the Expert
Advisory Group On Cancer.21 The report proposed major changes
in the provision of cancer services to respond to the substantial
changes and demands from existing technology, emerging therapies,
new research findings, and patients' needs. The implementation of

Table II The ethnic difference

* Different disease patterns (incidence and prevalence)

* Different cultures

* Different perceptions and expectations (health and illness)

* Services may not be sensitive to needs

* Racism and discrimination

* Inequalities

* Lack of peoples' involvement in planning and organisation of
their health services
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these recommendations, with many alternative demands being
placed on resources, is one major challenge to needs-based health
care.

Ethnicity and cancer

Ethnic groups are not a homogenous group. They differ in their
genetic susceptibility, culture, exposure to risk factors, perceptions
of health and illness, and expectations of health and social services
(Table II). Ethnic differences in health and disease patterns are well
documented.24 The limited data on the incidence of various cancers
among ethnic groups is discussed elsewhere and is one guide to
assessing their needs.

Mortality data show that deaths from cancer are lower for both
sexes among minority ethnic groups, with the exception of the Irish,
than among the general population.25'26 (Figure 3) The data,
however, show considerable ethnic differences for different cancer
sites26 (see also this volume). There are many theories and
assumptions about the reasons for the low incidence and the
variations between groups. None of these are proven. Nevertheless,
the picture is changing and cancer incidence among these groups,
especiallB those born in the UK, is approaching the national
average.

Despite the growing data on cancer among many ethnic groups, and
in particular Asians and African Caribbeans, little or no data is
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Figure 3 SMR from cancer by place of birth and sex, ages 20-69 England
and Wales 1979-83
Source: Balarajan & Bulusu (1990)

available on several minority ethnic groups, including the Chinese,
Arabs, Turks, Greeks and new immigrants from around the world.28
All these groups, whatever the level of disease burden, need similar
preventive, screening, diagnostic, treatment, rehabilitation and
terminal care services as the rest of the population. Such services
should be sensitive to their specific cultural and religious beliefs and
to their needs.
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